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Fés.  State of Tennessee
}: Health Services and Development Agency
J Andrew Jackson Building

# 500 Deaderick Street, 9t Floor Nashville, TN 37243
www.tn.gqov/hsda Phone: 615-741-2364 Fax: 615-741-9884

INSTRUCTIONS FOR FILING AN APPLICATION FOR
A CERTIFICATE OF NEED

Please read the following instructions, the Rules and Regulations of the Agency, and
Tennessee Code Annotated, §68-11-1601 et seq., prior to preparation of this application.

DOCUMENTATION: In preparing this application, it is the applicant's responsibility to
demonstrate through its answers that the project is necessary to provide needed health
care in the area to be served, that it can be economically accomplished and maintained,
and that it will contribute to the orderly development of adequate and effective health care
facilities and/or services in this area. Consult Tennessee Code Annotated, §68-11-1601
et seq., Health Services and Development Agency Rule 0720-4-.01, and the criteria and
standards for certificate of need document_Tennessee's Health: Guidelines for Growth,
for the criteria for consideration for approval. Tennessee’s Health: Guidelines for Growth
is available from the Tennessee Health Services and Development Agency or from the
Agency’s website at www.tennessee.qov/HSDA. Picture of the Present is a document,
which provides demographic, vital, and other statistics by county available from the
Tennessee Department of Health, Bureau of Policy, Planning, and Assessment, Division
of Health Statistics and can be accessed from the Department's website at
www?2 state.tn.us/health/statistics/HealthData/pubs title.htm.

Please note that all applications must be submitted in triplicate (1 original and 2
copies) on single-sided, unbound letter size (8 x 11 1/2) paper, and not be stapled
nor have holes punched. Cover letter should also be in triplicate. If not in
compliance as requested, application may be returned or reviewing process
delayed until corrected pages are submitted.

REVIEW CYCLES: A review cycle is no more than sixty (60) days. The review cycle
begins on the first day of each month.

COMMUNICATIONS: All documents for filing an application for Certificate of Need with
the Health Services and Development Agency must be received during normal business
hours (8:00a.m. - 4:30p.m. Central Time) at the Agency office, located at the Andrew
Jackson Building, 9th Floor, 502 Deaderick Street, Nashville, TN 37243. For the purpose
of filing Letters of Intent, application forms, and responses to supplemental information,
the filing date is the actual date of receipt in the Agency office. These documents, as well
as other required documents must be received as original, signed documents in the
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Agency office. Fax and e-mail transmissions_will not be considered to be properly filed
documentation. In the event that the last appropriate filing date falls on a Saturday,
Sunday, or legal holiday, such filing should occur on the preceding business day. All
documents are to be filed with the Agency in single-sided and in triplicate.

LETTER OF INTENT: Applications shall be commenced by the filing of a Letter of Intent.
The Letter of Intent must be filed with the Agency between the first day and the tenth day
of the month prior to the beginning of the review cycle in which the application is to be
considered. This allowable filing period is inclusive of both the first day and the tenth day
of the month involved. The Letter of Intent must be filed in the form and format as set
forth in the application packet.

Any Letter of Intent that fails to include all information requested in the Letter of Intent
form, or is not timely filed, will be deemed void, and the applicant will be notified in writing.
The Letter of Intent may be refiled but, if refiled, is subject to the same requirements as
set out above.

PUBLICATION OF INTENT: Simultaneously with the filing of the Letter of Intent, the
Publication of Intent should be published for one day in a newspaper of general circulation
in the proposed service area of the project. The Publication of Intent must be in the form
and format as set forth in the application packet. The Publication of Intent should be
placed in the Legal Section in a space no smaller than four (4) column inches. Publication
must occur between the first day and the tenth day of the month, inclusive.

1. A “newspaper of general circulation” means a publication regularly issued at least
as frequently as once a week, having a second-class mailing privilege, includes a
Legal Notice Section, being not fewer than four (4) pages, published continuously
during the immediately preceding one-year period, which is published for the
dissemination of news of general interest, and is circulated generally in the county
in which it is published and in which notice is given.

2. In any county where a “newspaper of general circulation” does not exist, the
Agency’s Executive Director is authorized to determine the appropriate publication
to receive any required Letter of Intent. A newspaper which is engaged in the
distribution of news of interest to a particular interest group or other limited group
of citizens, is not a “newspaper of general circulation.”

3. In the case of an application for or by a home care organization, the Letter of Intent
must be published in each county in which the agency will be licensed or in a
regional newspaper which qualifies as a newspaper of general circulation in each
county. In those cases where the Publication of Intent is published in more than
one newspaper, the earliest date of publication shall be the date of publication for
the purpose of determining simultaneous review deadlines and filing the
application.

PROOF OF PUBLICATION: Documentation of publication must be filed with the
application form. Please submit proof of publication with the application by attaching
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either the full page of the newspaper in which the notice appeared, with the mast and
dateline intact, or a publication affidavit from the newspaper.

SIMULTANEOUS REVIEW: Those persons desiring a simultaneous review for a
Certificate of Need for which a Letter of Intent has been filed should file a Letter of Intent
with the Agency and the original applicant (as well as any other applicant filing a
simultaneous review), and should publish the Letter of Intent simultaneously in a
newspaper of general circulation in the same county as the original applicant. The
publication of the Letter of Intent by the applicant seeking simultaneous review must be
published within ten (10) days after publication by the original applicant.

1. Only those applications filed in accordance with the rules of the Health Services
and Development Agency, and upon consideration of the following factors as
compared with the proposed project of the original applicant, may be regarded as
applications filing for simultaneous review.

(A)  Similarity of service area;

(B)  Similarity of location;

(C)  Similarity of facilities; and

(D)  Similarity of service to be provided.

2. The Executive Director or his/her designee will determine whether applications are
to be reviewed simultaneously, pursuant to Agency Rule 0720-3-.03(3).

S: If two (2) or more applications are requesting simultaneous review in accordance
with the statute and rules and regulations of the Agency, and one or more of those
applications is not deemed complete to enter the review cycle requested, the other
applications(s) that is/are deemed complete shall enter the review cycle. The
application(s) that is/are not deemed complete to enter the review cycle will not be
considered as competing with the applications(s) deemed complete and entering

the review cycle.

FILING THE APPLICATION: A/l applications, including applications requesting
simultaneous review, must be filed in triplicate (original and two (2) copies) with the
Agency within five (5) days after publication of the Letter of Intent. The date of filing is
the actual date of receipt at the Agency office.

Applications should have all pages numbered.

All attachments should be attached to the back of the application, be identified by
the applicable item number of the application, and placed in alpha-numeric order
consistent with the application form. For example, an Option to Lease a building
should be identified as Attachment A.6., and placed before Financial Statements
which should be identified as Attachment C. Economic Feasibility.10. The last
page of an application should be the completed affidavit.
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Failure by the applicant to file an application within five (5) days after publication of the
Letter of Intent shall render the Letter of Intent, and hence the application, void.

FILING FEE: The amount of the initial filing fee shall be an amount equal to $2.25 per
$1.000 of the estimated project cost involved, but in no case shall the fee be less than
$3,000 or more than $45,000. Checks should be made payable to the Health Services
and Development Agency.

FILING FEES ARE NON-REFUNDABLE and must be received by the Agency before
review of the application will begin.

REVIEW OF APPLICATIONS FOR COMPLETENESS: When the application is received
at the Agency office, it will be reviewed for completeness. The application must be
consistent with the information given in the Letter of Intent in terms of both project scope
and project cost. Review for completeness will not begin prior to the receipt of the
filing fee.

i. If the application is deemed complete, the Agency will acknowledge receipt and
notify the applicant as to when the review cycle will begin. “Deeming complete”
means that all questions in the application have been answered and all appropriate
documentation has been submitted in such a manner that the Health Services and
Development Agency can understand the intent and supporting factors of the
application. Deeming complete shall not be construed as validating the sufficiency
of the information provided for the purposes of addressing the criteria under the
applicable statutes, the Rules of the Health Services and Development Agency, or
the standards set forth in the State Health Plan/Guidelines for Growth.

2. If the application is incomplete, requests by Agency staff for supplemental
information must be completed by the applicant within sixty (60) days of the written
request. Please note that supplemental information must be submitted timely for
the application to be deemed complete prior to the beginning date of the review
cycle which the applicant intends to enter, even if that time is less than the sixty
(60) days which is allowed by the statute. If the requested information is submitted
within sixty (60) days of the request, but not by the date specified in the staff's
letter, the application is not void, but will enter the next review cycle. If an
application is not deemed complete within sixty (60) days after the written
notification is given by the Agency staff that the application is deemed incomplete,
the application shall be deemed void. If the applicant decides to re-submit the
application, the applicant shall comply with all procedures as set out by this part
and a new filing fee shall accompany the refiled application.

Each supplemental question and its corresponding response shall be typed and
submitted on a separate sheet of 8 1/2" x 11" paper, be filed in triplicate, and
include a signed affidavit. All requested supplemental information must be received
by the Agency to allow staff sufficient time for review before the beginning of the
review cycle in order to enter that review cycle.



3. Applications for a Certificate of Need, including competing applications, will not be
considered unless filed with the Agency within such time as to assure such
application is deemed complete.

All supplemental information shall be submitted simultaneously and only at
the request of staff, with the only exception being letters of support and/or
opposition.

The Agency will promptly forward a copy of each complete application to the Department
of Health or the Department of Mental Health and Developmental Disabilities for review.
The Department reviewing the application may contact the applicant to request additional
information regarding the application. The applicant should respond to any reasonable
request for additional information promptly.

AMENDMENTS OR CHANGES IN AN APPLICATION: An application for a Certificate of
Need which has been deemed complete CANNOT be amended in a substantive way by
the applicant during the review cycle. Clerical errors resulting in no substantive change
may be corrected.

* WITHDRAWAL OF APPLICATIONS: The applicant may withdraw an application
at any time by providing written notification to the Agency.

* TIMETABLE FOR CERTIFICATE OF NEED EXPIRATION: The Certificate of
Need is valid for a period not to exceed three (3) years (for hospital projects) or
two (2) years (for all other projects) from the date of its issuance and after such
time shall expire; however, the Agency may extend a Certificate of Need for a
reasonable period upon application and good cause shown, accompanied by a
non-refundable filing fee, as prescribed by Rules. An extension cannot be issued
to any applicant unless substantial progress has been demonstrated. A Certificate
of Need which has been extended shall expire at the end of the extended time
period. The decision whether to grant such an extension is within the sole
discretion of the Agency, and is not subject to review, reconsideration, or appeal.

* For further information concerning the Certificate of Need process, please
call the offices of the Health Services and Development Agency at 615/741-
2364.

* For information concerning the Joint Annual Reports of Hospitals, Nursing

Homes, Home Care Organizations, or Ambulatory Surgical Treatment
Centers, call the Tennessee Department of Health, Office of Health Statistics
and Research at 615/741-1954

* For information concerning Guidelines for Growth call the Health Services
and Development Agency at 615/741-2364. For information concerning
Picture of the Present call the Department of Health, Office of Health
Statistics at 615/741-9395.




* For information concerning mental health and developmental disabilities
applications call the Tennessee Department of Mental Health and
Developmental Disabilities, Office of Policy and Planning at 615/532-6500.

SECTION A:
APPLICANT PROFILE

Please enter all Section A responses on this form. All questions must be answered. If an
item does not apply, please indicate “N/A”. Attach appropriate documentation as an
Appendix at the end of the application and reference the applicable Item Number
on the attachment.

For Section A, Item 1, Facility Name must be applicant facility's name and address
must be the site of the proposed project.

For Section A, Item 3, Attach a copy of the partnership agreement, or corporate charter
and certificate of corporate existence, if applicable, from the Tennessee Secretary of
State.

For Section A, Item 4, Describe the existing or proposed ownership structure of the
applicant, including an ownership structure organizational chart. Explain the corporate
structure and the manner in which all entities of the ownership structure relate to the
applicant. As applicable, identify the members of the ownership entity and each member’s
percentage of ownership, for those members with 5% or more ownership interest. In
addition, please document the financial interest of the applicant, and the applicant’s
parent company/owner in any other health care institution as defined in Tennessee Code
Annotated, §68-11-1602 in Tennessee. At a minimum, please provide the name, address,
current status of licensure/cettification, and percentage of ownership for each health care
institution identified.

For Section A, Item 5, For new facilities or existing facilities without a current
management agreement, attach a copy of a draft management agreement that at least
includes the anticipated scope of management services to be provided, the anticipated
term of the agreement, and the anticipated management fee payment methodology and
schedule. For facilities with existing management agreements, attach a copy of the fully
executed final contract.

Please describe the management entity’s experience in providing management services
for the type of the facility, which is the same or similar to the applicant facility. Please
describe the ownership structure of the management entity.

For Section A, Item 6, For applicants or applicant’s parent company/owner that currently
own the building/land for the project location; attach a copy of the title/deed. For applicants
or applicant’s parent company/owner that currently lease the building/land for the project
location, attach a copy of the fully executed lease agreement. For projects where the
location of the project has not been secured, attach a fully executed document including
Option to Purchase Agreement, Option to Lease Agreement, or other appropriate

7



documentation. Option to Purchase Agreements must include anticipated purchase
price. Lease/Option to Lease Agreements must include the actual/anticipated term of
the agreement and actual/anticipated lease expense. The legal interests described herein
must be valid on the date of the Agency’s consideration of the certificate of need
application.




1. Name of Facility, Agency, or Institution B

University Medical Center ( d/b/a McFarland Hospital and McFarland Specialty Hospital)
Name

500 Park Avenue and 1411 Baddour Parkway Wilson
Street or Route County

Lebanon TN 37087
City State Zip Code

2. Contact Person Available for Responses to Questions

Michael D. Brent Attorney
Name Title

Bradley Arant Boult Cummings LLP mbrent@babc.com
Company Name Email Address

1600 Division Street, Suite 700 Nashville TN 37203
Street or Route City State Zip Code

Attorney 615-252-2361 615-252-6361
Association with Owner Phone Number Fax Number

3. Owner of the Facility, Agency or Institution

Lebanon HMA, LLC 615-443-2500
Name Phone Number

1411 Baddour Parkway Wilson
Street or Route County

Lebanon TN 37087
City State Zip Code

4, Type of Ownership of Control (Check One)

A. Sole Proprietorship F. Government (State of TN or
B. Partnership Political Subdivision)

C. Limited Partnership G. Joint Venture
D. Corporate (For Profit) H. Limited Liability Company X

E. Corporation (Not-for-Profit) I.  (Other) (Specify)

PUT ALL ATTACHMENTS AT THE BACK OF THE APPLICATION IN ORDER AND
REFERENCE THE APPLICABLE ITEM NUMBER OF ALL ATTACHMENTS.



Name of Management/Operating Entity (If Applicable)

N/A
Name

Street or Route County

City State Zip Code

PUT ALL ATTACHMENT AT THE END OF THE APPLICATION IN ORDER AND
REFERENCE THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS

Legal Interest in the Site of the Institution (Check One)

A. Ownership X D. Option to Lease
B. Option to Purchase E. Other (Specify)
C. Lease of Years

PUT ALL ATTACHMENT AT THE END OF THE APPLICATION IN ORDER AND
REFERENCE THE APPLICABLE ITEM NUMBER ON ALL ATTACHMENTS

Type of Institution (Check as appropriate—more than one response may apply)

Hospital
Ambulatory Surgical Treatment
Center (ASTC), Multi-Specialty
ASTC, Single Specialty

Home Health Agency

Hospice

Mental Health Hospital

Mental Health Residential
Treatment Facility

Mental Retardation Institutional
Habilitation Facility (ICF/MR)

Nursing Home
Outpatient Diagnostic Center
Recuperation Center
Rehabilitation Facility
Residential Hospice
Non-Residential Methadone
Facility

. Birthing Center

Other Outpatient Facility
(Specify)
Q. Other (Specify)

T @MmMOoOO wp
TO ZZrX&T

LT

Purpose of Review (Check as appropriate—more than one response may apply)

A. New Institution G. Change in Bed Complement

B. Replacement/Existing Facility [Please note the type of change

C. Modification/Existing Facility X by underlining the appropriate

D. Initiation of Health Care response:. Increase, Decrease,
Service as defined in TCA § Designation, Distribution,
68-11-1607(4) Conversion, Relocation] X
(Specify) H. Change of Location

E. Discontinue of OB Services Other (Specify)

a

F. Acquisition of Equipment
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Bed Complement Data

Please indicate current and proposed distribution and certification of facility beds.

Medical

Surgical

Long-Term Care Hospital

Obstetrical

ICU/CCU

Neonatal

Pediatric

Adult Psychiatric

Geriatric Psychiatric

Child/Adolescent Psychiatric
Rehabilitation

Nursing Facility (non-Medicaid Certified)
Nursing Facility Level 1 (Medicaid only)
Nursing Facility Level 2 (Medicare only)
Nursing Facility Level 2

ICF/MR

Adult Chemical Dependency (Detox)

Child and Adolescent Chemical
Dependency

Swing Beds

Mental Health Residential Treatment
Residential Hospice

TOTAL

*CON-Beds approved but not yet in service

**Medical/Surgical Beds

Current Beds Staffed Beds TOTAL

Licensed *CON Beds Proposed Beds at
Completion

127 127 0 127**

14 14 14

12 12 0 12

17 17 0 17

34 34 34

15 15 0 15

26 26 0 26

245 0 245 0 245

10. Medicare Provider Number

44-0193, 44-S193. 44-T193

Certification Type Hospital
11. Medicaid Provider Number 44-0193
Certification Type Hospital
12. If this is a new facility, will certification be sought for Medicare and/or Medicaid? N/A
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13. Identify all TennCare Managed Care Organizations/Behavioral Health Organization
(MCOs/BHOs) operating in the proposed service area. Will this project involve the treatment of
TennCare participants? Yes. If the response to this item is yes, please identify all
MCOs/BHOs with which the applicant has contracted or plans to contract.

Discuss any out-of-network relationships in place with MCOs/BHOs in the area.

Response to Section A, Item 3. Please See Attachment A.3.

Response to Section A, Item 4. McFarland Hospital (the “Applicant”) is a satellite
campus of University Medical Center (also referred to herein as the “Applicant”). Both
are operated by Lebanon HMA, LLC. University Medical Center is a Medicaid and
Medicare-certified acute care hospital located at 1411 Baddour Parkway, 3.1 miles from
the Applicant’s 500 Park Avenue, Lebanon, Tennessee location. The ownership structure
of the Applicant is as follows:

Knoxville HMA CHS Temessee
Holdings, LLC Holdings, LLC

98.31% \ / 1.69%

Lebanon HMA, LLC
d/b/a
McFarland Hospital
d/b/a
University Medical
Center

Response to Section A, Item 5: N/A

Response to Section A, Item 6: Please see Attachment A.6.

Response to Section A, Item 13: The Applicant currently has contracts with the

following Managed Care and Behavioral Health Organizations:
= Aetna

Amerigroup

Blue Cross Blue Shield

Beech Street

Center Care

Cigna

First Health

Health Smart

HealthSpring
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GEHA

Great West

Humana

Lifesynch

Magellan Health Services
Mental Health Associates
MultiPlan

OccuNet Provider Alliance
Prime Health

Psych Care

Private Healthcare Systems
Signature Health Alliance
TriWest Healthcare

United

USA MCO

Value Options

Windsor Behavioral Health

The Applicant is also Medicare and Medicaid certified.
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NOTE: Section B is intended to give the applicant an opportunity to describe the
project and to discuss the need that the applicant sees for the project.
Section C addresses how the project relates to the Certificate of Need
criteria of Need, Economic Feasibility, and the contribution to the Orderly
Development of Health Care. Discussions on how the application
relates to the criteria should not take place in this section unless
otherwise specified.

SECTION B: PROJECT DESCRIPTION

Please answer all questions on 8 1/2” x 11" white paper, clearly typed and spaced,
identified correctly and in the correct sequence. In answering, please type the question
and the response. All exhibits and tables must be attached to the end of the application
in correct sequence identifying the questions(s) to which they refer. If a particular guestion
does not apply to your project, indicate “Not Applicable (NA)” after that question.

L. Provide a brief executive summary of the project not to exceed two pages. Topics
to be included in the executive summary are a brief description of proposed
services and equipment, ownership structure, service area, need, existing
resources, project cost, funding, financial feasibility and staffing.

RESPONSE: The Applicant is operated by Lebanon HMA, LLC, a Tennessee
limited liability company. This is an application for a Certificate of Need for
renovations in the main hospital building’s surgical department, renovation of a
space formerly used as an outpatient surgery department into an endoscopy
department, and the consolidation of University Medical Center's campuses,
University Medical Center and McFarland Hospital, by relocating rehabilitation and
psychiatric beds currently housed at McFarland Hospital (the “Satellite Campus”)
at 500 Park Avenue, Lebanon, Tennessee to University Medical Center (the “Main
Campus”) at 1411 W. Baddour Parkway, approximately 3 miles away. University
Medical Center is a general acute care hospital and is also operated by Lebanon
HMA, LLC. Currently, McFarland Hospital is licensed for seventy-five (75) beds:
forty-nine (49) psychiatric beds and twenty-nine (29) rehabilitation beds and
University Medical Center is licensed for one hundred seventy (170) beds, for a
total of two hundred forty-five (245) licensed beds. The Applicant plans to renovate
the first floor of the Outpatient Center on the Main Campus, reusing as many
existing patient rooms as possible to house McFarland Hospital's rehabilitation and
psychiatric beds. In conjunction with the relocation, two departments will relocate
and one department will be renovated on the Main Campus.

Currently, the first floor of the Outpatient Center houses a 58-bed Progressive Care
Unit (PCU), which will be relocated to the third floor of the North Patient Tower on
the northern border of the Main Campus. That floor of the North Patient Tower is
currently shell space, so it will be built-out to accommodate the PCU. The North
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Patient Tower currently houses medical and surgical beds, outpatient physical
therapy, and a cardiac rehabilitation and catheterization lab on its other floors.

The PCU's former home in the Outpatient Center would then house the
rehabilitation and behavioral health beds. As part of the project, the Applicant will
also construct a new 2-story elevator tower to service the top floor of the Outpatient
Center. Please note, the PCU, rehabilitation, and psychiatric beds would initially
be staffed at 30,10, and 32 beds respectively, but would set up and staff additional
beds in response to patient demand.

The endoscopy department will be relocated to a larger space in the Outpatient
Center, where it is currently located, following its renovation pursuant to this
application. Finally, in order to improve scheduling flexibility in cases of overflow
and to offer the best possible services to patients, the surgery department will be
renovated and modernized. Upon completion of all renovations, the facility will
have 5 operating rooms in its surgery department, 4 patient recovery bays and 2
endoscopy rooms with Fluoroscopy and Bronchoscopy capabilities in its
endoscopy department, 58 (30 staffed) PCU beds, 49 (32 staffed) psychiatric beds,
and 26 (10 staffed) rehabilitation beds. The hospital will continue to be licensed for
245 beds.

Service Area

The service area for this project consists of Davidson, Macon, Rutherford, Smith,
Sumner, Warren, and Wilson Counties.

Project Cost and Funding

The total estimated project cost is $22,455,000, exclusive of the $45,000 filing fee.
Of this, approximately $13.2 million is construction costs. The construction costs
are reasonable as verified by the project architect in the letter attached to this
application. The project will be funded through cash reserves by an allocation from
the parent company.

Financial Feasibility

The project is financially feasible. As reflected in the Projected Data Chart, the
project will suffer none or marginal losses in Year 1 and thereafter.

A need for the project exists in the Applicant's service area due to need to align
the Applicant’s services with demand and to ensure that Tennesseans continue to
receive quality, accessible healthcare.

Provide a detailed narrative of the project by addressing the following items as they
relate to the proposal.
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Describe the construction, modification and/or renovation of the facility
(exclusive of major medical equipment covered by T.C.A. § 68-11-1601 et
seq.) including square footage, major operational areas, room
configuration, etc. Applicants with hospital projects (construction cost in
excess of $5 million) and other facility projects (construction cost in excess
of $2 million) should complete the Square Footage and Cost per Square
Footage Chart. Utilizing the attached Chart, applicants with hospital projects
should complete Parts A.-E. by identifying as applicable nursing units,
ancillary areas, and support areas affected by this project. Provide the
location of the unit/service within the existing facility along with current
square footage, where, if any, the unit/service will relocate temporarily
during construction and renovation, and then the location of the unit/service
with proposed square footage. The total cost per square foot should provide
a breakout between new construction and renovation cost per square foot.
Other facility projects need only complete Parts B.-E. Please also square
foot should provide a breakout between new construction and renovation
cost per square foot. Other facility projects need only complete Parts B.-E.
Please also discuss and justify the cost per square foot for this project.

If the project involves none of the above, describe the development of the
proposal.

RESPONSE: The proposed project consists of the renovation of areas to
house the Applicant’s surgery, endoscopy, progressive care units as well
as those units transferred from the Satellite Campus. The units formerly
located on the Satellite Campus consist of three units the Applicant
proposes to house on the same floor: two initially staffed at 16 beds each
and one initially staffed at 10-beds. Each unit will have one nursing station,
and the behavioral health units will also have activity and group therapy
areas. Installing an elevator from the ground floor to the first floor will enable
patients to be more easily transported to the ground floor for imaging
services and takes into account potential mobility restrictions of
rehabilitation patients.

The units will share a number of common amenities, such as plant
operations (i.e., supply department) and business and administrative
offices. Mechanical units in the rehabilitation department will be shared by
the rehabilitation department and the psychiatric departments. There will
also be roof-mounted mechanical units for the departments that do not take
up any square footage in the building.

Identify the number and type of beds increased, decreased, converted,
relocated, designated, and/or redistributed by this application. Describe the
reasons for change in bed allocations and describe the impact the bed
change will have on the existing services.
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RESPONSE: With the filing of this application, the Applicant seeks to
consolidate its two campuses by moving its 49 psychiatric beds and 26
rehabilitation beds from the Satellite campus to the Main Campus. To
accomplish the move and take advantage of economies of scale, the
Applicant also seeks to renovate: its surgery department; currently unused
space to house its endoscopy unit; and currently shelled space to house
its PCU.
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C. As the applicant, describe your need to provide the following health care
services (if applicable to this application):

Adult Psychiatric Services

Alcohol and Drug Treatment for Adolescents (exceeding 28 days)
Birthing Center

Burn Units

Cardiac Catheterization Services

Child and Adolescent Psychiatric Services
Extracorporeal Lithotripsy

Home Health Services

Hospice Services

10. Residential Hospice

11. ICF/MR Services

12.  Long-term Care Services

13. Magnetic Resonance Imaging (MRI)

14. Mental Health Residential Treatment

15.  Neonatal Intensive Care Unit

16. Non-Residential Methadone Treatment Centers
17.  Open Heart Surgery

18.  Positron Emission Tomography

19.  Radiation Therapy/Linear Accelerator

20. Rehabilitation Services

21.  Swing Beds

©ONDORWON =

RESPONSE: There has been continued, consistent demand for mental health
treatment in the Applicant’s service area, and the Applicant has effectively worked
around logistical issues caused by the distance between its two campuses to serve
the needs of multiple patient populations, especially those in Wilson County, where
the Applicant is the only licensed hospital. However, to best serve all patient
populations, the Applicant seeks to consolidate its campuses.

With the consolidation, the Applicant will have the ability to more conveniently
provide psychiatric and rehabilitation services to rehabilitation and mental health
patients, increasing the efficiency of its delivery of the services in its service area
and ensuring’s ability to continue to provide the services during times of high and
low demand. Additionally, with less staffing restraints once the Main and Satellite
Campuses are consolidated, the Applicant will have the necessary clinical
resources available to serve all patients.

Moreover, as the only hospital in Wilson County, the Applicant periodically
assesses its departments to ensure that they meet all standards and continue to
improve with respect to quality. Though the renovation of the third floor North
Patient Tower is required in order to transition the Applicant's PCU unit to that
location, the surgery and endoscopy renovations are the Applicant’s efforts to
utilize currently vacant or inefficiently used space to increase the efficiency of the
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manner in which it provides its services as well as to take advantage of economies
of scale by doing several modifications at once.

D.

Describe the need to change location or replace an existing facility.

RESPONSE: The Applicant needs to consolidate its campuses to ensure
efficient delivery of healthcare services, convenient provision of services to
patients, and reduction of staffing strain caused by having two separate
campuses. ltis not, however, seeking to relocate an entire facility. As later
discussed, the Satellite Campus is an affiliate operating under the license
of the Main Campus, which will remain in place. Thus, a facility is not being
relocated.

Describe the acquisition of any item of major medical equipment (as defined
by the Agency Rules and the Statute) which exceeds a cost of $1.5 million;
and/or is a magnetic resonance imaging (MRI) scanner, positron emission
tomography (PET) scanner, extracorporeal lithotripter and/or linear
accelerator by responding to the following:

i For fixed-site major medical equipment (not replacing existing
equipment):

a. Describe the new equipment, including:

1. Total cost ;(As defined by Agency Rule).

2. Expected useful life;

sl List of clinical applications to be provided; and
4. Documentation of FDA approval.

b. Provide current and proposed schedules of operations.
2. For mobile major medical equipment:

List all sites that will be served;

Provide current and/or proposed schedule of operations;
Provide the lease or contract cost.

Provide the fair market value of the equipment; and

List the owner for the equipment.

®oO0T®

3 Indicate applicant's legal interest in equipment (i.e., purchase,
lease, etc.) In the case of equipment purchase include a quote
and/or proposal from an equipment vendor, or in the case of an
equipment lease provide a draft lease or contract that at least
includes the term of the lease and the anticipated lease payments.

RESPONSE: Not applicable. The project does not involve the acquisition

of major medical equipment.
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A. Attach a copy of the plot plan of the site on an 8 1/2” x 11" sheet of
white paper which must include:

e Size of site (in acres);

2. Location of structure on the site;

St Location of the proposed construction; and

4. Names of streets, roads or highway that cross or border the site.

Please note that the drawings do not need to be drawn to scale. Plot
plans are required for all projects.

RESPONSE: Please see Attachment B.IIILA.

B. Describe the relationship of the site to public transportation routes, if any,
and to any highway or major road developments in the area. Describe the
accessibility of the proposed site to patients/clients.

RESPONSE: Both the Satellite Campus and the Main Campus are an
approximate forty-minute drive from Nashville, Tennessee. The facilities
are conveniently located with access to major roads and are about a 10
minute drive from 1-40, central to Lebanon and the region the Applicant
serves. The facility is convenient for those traveling by automobile,
Tennessee’s most common method of transportation as well as public
transportation. This makes the location easily accessible to patients and
their families as well as staff and caregivers, as the Main Campus is
connected to surrounding communities by Interstates and Federal and
State highways, making it easily accessible to Tennessee residents who
look to Lebanon for care.

Attach a floor plan drawing for the facility which includes legible labeling of patient
care rooms (noting private or semi-private), ancillary areas, equipment areas, etc.
on an 8 1/2” x 11” sheet of white paper.

NOTE: DO NOT SUBMIT BLUEPRINTS. Simple line drawings should be
submitted and need not be drawn to scale.

RESPONSE: Please see Attachment B.IV.

For a Home Health Agency or Hospice, identify:

Existing service area by County;
Proposed service area by County;

A parent or primary service provider,
Existing branches; and

Proposed branches.

o=
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RESPONSE: Not applicable.

SECTION C: GENERAL CRITERIA FOR CERTIFICATE OF NEED

In accordance with Tennessee Code Annotated § 68-11-1609(b), “no Certificate of
Need shall be granted unless the action proposed in the application for such Certificate
is necessary to provide needed health care in the area to be served, can be
economically accomplished and maintained, and will contribute to the orderly
development of health care.” The three (3) criteria are further defined in Agency Rule
0720-4-.01. Further standards for guidance are provided in the state health plan
(Guidelines for Growth), developed pursuant to Tennessee Code Annotated §68-11-
1625.

The following questions are listed according to the three (3) criteria: () Need, (I1)
Economic Feasibility, and (lll) Contribution to the Orderly Development of Health Care.
Please respond to each question and provide underlying assumptions, data sources,
and methodologies when appropriate. Please type each question and its response on
an 8 1/2” x 11” white paper. All exhibits and tables must be attached to the end of the
application in correct sequence identifying the question(s) to which they refer. If a
question does not apply to your project, indicate “Not Applicable (NA).”
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QUESTIONS
NEED

1. Describe the relationship of this proposal toward the implementation of the State
Health Plan and Tennessee’s Health: Guidelines for Growth.

a. Please provide a response to each criterion and standard in Certificate of
Need Categories that are applicable to the proposed project. Do not
provide responses to General Criteria and Standards (pages 6-9) here.

RESPONSE:
COMPREHENSIVE INPATIENT REHABILITATION SERVICES

1. The need for comprehensive inpatient rehabilitation beds shall be
determined by applying the guideline of ten beds per 100,000 population in
the service area of the proposal.

Response: A chart of the projected need for comprehensive inpatient
rehabilitation services is provided below for the year 2019. Please note that,
since the Applicant does not provide adolescent inpatient rehabilitation services,
the need is calculated based on population projections for those aged 18 and

older.
Comprehensive Inpatient Rehabilitation Services Bed Need in Applicant's Service area
for 2019
County 2019 Population 2019 Rehabilitation Bed Need Projections
Adult (18-64) Adult (65+) Adult (18-64) Adult (65+)
Wilson 105,343 23,241 10 2
Davidson 533,989 85,344 53 9
Macon 18,524 4,483 2 1
Rutherford 259,292 38,077 26 4
Smith 16,157 3,842 2 1
Sumner 143,896 31,432 14 3
Warren 31,721 7,986 3 1
Totals: 1,108,922 194,405 110 21

Sources: Tennessee Department of Health CON Population Projections 2015-2019; Guidelines for Growth (2000

ed.)

Total Bed Need.:

131

2. The need shall be based upon the current year's population and
projected four years forward.

Response: The projected need for comprehensive inpatient rehabilitation beds
is 131 beds for 2019.
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3. Applicants shall use a geographic service area appropriate to inpatient
rehabilitation services.

Response: The Applicant’s central location with respect to its service area and
the interstate is reasonable for its geographic service area, allowing patients and
any visitors to easily reach the facility.

4. Inpatient rehabilitation units in acute care hospitals shall have a
minimum size of 8 beds.

Response: The Applicant meets this requirement, as its inpatient rehabilitation
unit is licensed for 26 beds and will initially be staffed at 10 beds.

5. Freestanding rehabilitation hospitals shall have a minimum size of 50
beds.

Response: Not applicable. The Applicant is not a freestanding rehabilitation
hospital.

6. Additional inpatient rehabilitation beds, units, or freestanding hospitals
should not be approved by the HFC unless all existing units or facilities
are utilized at the following levels:

20-30 bed unit ~ 75%

31-50 bed unit/facility ~ 80%

51 bed plus unit/facility ~ 85%

Response: Not applicable. The Applicant does not seek to add beds.

7. The Applicant must document the availability of adequate professional
staff, as per licensing requirements, to deliver all designated services in
the proposal. It is preferred that the medical director of a rehabilitation
hospital be a board certified physiatrist.

Response: The Applicant has adequate professional staff as required by all
licensing requirements to deliver all designated services. The medical director
preference is inapplicable, as the Applicant is not a rehabilitation hospital.

Acute Care Bed Need Services

1. The following methodology should be used and the need for hospital
beds should be projected four years into the future from the current
year...(guidelines detail the steps of the bed need projection methodology;
see pp. 15-16 of Guidelines for Growth.)

RESPONSE: A chart of the projected acute care bed need for 2019 for each
county in the Applicant’s service area follows. Please note that the projections
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were received from the Department of Health, Office of Health Statistics

pursuant to a data request.

Acute Care Bed Need Projections for 2015 and 2019 in Applicant's Service Area

Licensed Staffed
Projected Projected Beds Beds Shortage/Surplus | Shortage/Surplus
County ADC 2019 Need 2019 2014 2014 Licensed Beds Staffed Beds
Wilson 96 120 245 245 -125 -125
Davidson 2,486 3,108 3,772 3,221 -664 -113
Macon 10 17 25 25 -8 -8
Rutherford 297 371 481 463 -110 -92
Smith 19 29 25 18 4 11
Sumner 160 200 303 230 -103 -30
Warren 32 45 125 1 -80 44
TOTALS: 3,100 3,890 4,976 4,203 -1,086 -313

Source: Tennessee Department of Health, Office of Health Statistics Acute Care Bed Need Projections 2015-2019
and 2014 Joint Annual Reports (“JARS’)

As noted above, the Tennessee Department of Health projects a net surplus of
1,086 acute care hospital beds in the Applicant's service area. The Applicant,

however, is not requesting additional beds.

2. New hospital beds can be approved in excess of the “need standard for
a county” if the following criteria are met:

(a) All existing hospitals in the projected service area have an

occupancy level greater than or equal to 80 percent for the most
recent Joint Annual Report. Occupancy should be based on the
number of licensed beds that are staffed for two consecutive years.

(b) All outstanding CON projects for new acute care beds in the
proposed service area are licensed.

(c) The Health Facilities Commission may give special
consideration to acute care bed proposals for specialty health
service units in tertiary care regional referral hospitals.

RESPONSE: Not Applicable. The Applicant is not requesting additional hospital

beds.

Construction, Renovation, Expansion, and Replacement of Health Care

Institutions
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1. Any project that includes the addition of beds, services, or medical
equipment will be reviewed under the standards for those specific
activities.

RESPONSE: Not Applicable. The Applicant is not requesting additional beds,
services, or medical equipment.

2. For relocation or replacement of an existing licensed health care
institution:

(a) The applicant should provide plans which include costs for both
renovation and relocation, demonstrating the strengths and
weaknesses of each alternative.

(b) The applicant should demonstrate that there is an acceptable
existing or projected future demand for the proposed project.

RESPONSE: Not applicable. Though the Applicant is shifting beds from the
Satellite Campus, this is not a move of the health care institution itself, which
remains located on the Main Campus. The Satellite location, as an affiliate of
the Main Campus, is not a separate health care institution in and of itself, as it is
tethered directly to the Main Campus and its license. Therefore, shifting beds
from the Satellite Campus to the Main Campus is not a relocation of a health
care institution.

3. For renovation or expansions of an existing licensed health care
institution:

(a) The applicant should demonstrate that there is an acceptable
existing demand for the proposed project.

RESPONSE: There is a demand for the project in the Applicant's
service area, as evidenced by the consistent demand for psychiatric and
rehabilitation services. The average daily census for the psychiatric
services in particular, as evidenced in charts contained herein, have
remained within a steady, consistent range for the past few years,
indicating that there is a consistent need for such services in the
Applicant’'s service area.

(b) The applicant should demonstrate that the existing physical
plant’s condition warrants major renovation or expansion.

RESPONSE: The building on the Satellite Campus currently requires
extensive repairs and/or renovations if the Applicant continues to use it
which are not financially feasible. On the Main Campus, the third floor of

the North Patient Tower requires renovation because it is currently empty
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shell space and would not be able to house patients otherwise. The PCU is
best moved to the North Patient Tower because its current location is better
suited for a multi-unit set up, allowing for several nurses stations, offices,
and staff lounges for the 3 Satellite Campus units, than the North Patient
Tower, which has less space and is consequently more suitable to house a
unit. The renovation of the surgery department is required to better enable
the Applicant to accommodate overflow cases.

The endoscopy renovation will allow the Applicant to take advantage of
currently vacant space while giving its endoscopy department much needed
space. Currently housed in space approximately half the size of the
proposed endoscopy unit, the renovation will permit the Applicant to more
efficiently provide endoscopy services to multiple patients, in addition to
giving the staff and physicians relief by reducing the need to travel to various
parts of the campus or the building, since the endoscopy unit will now have
space for an office, lounge, locker room with shower, and an equipment
storage area in addition to the enlarged patient spaces.

Psychiatric Inpatient Services

A. Need
1. The population-based estimate of the total need for psychiatric
inpatient services is 30 beds per 100,000 general population (using
population estimates prepared by the Department of Health and
applying the data in the Joint Annual Reports).

RESPONSE: A chart containing the calculations for psychiatric inpatient
services in the Applicant’s service area appear below.

Projected Psychiatric Bed Need in Applicant's Service area for 2019

County 2019 Population 2019 Psychiatric Bed Need Projections
Adult (18-64) Aduit (65+) Adult (18-64) Adult (65+)
Wilson 105,343 23,241 32 7
Davidson 533,989 85,344 160 26
Macon 18,524 4,483 6 1
Rutherford 259,292 38,077 78 11
Smith 16,157 3,842 5 1
Sumner 143,896 31,432 43 9
Warren 31,721 7,986 10 2
Totals: 1,108,922 194,405 334 57

Sources: Tennessee Department of Health CON Population

ed.)
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As noted in the chart above, the total bed need for 2019 for psychiatric inpatient
beds at a rate of 30 beds per 100,000 population in the Applicant’s service area
is 391 beds.

2. For adult programs, the age group of 18 years and older should
be used in calculating the estimated total number of beds needed.

RESPONSE: As shown in the charts above, the bed need in the
Applicant’s service area for adults 18 years and older is 391 beds (334
for ages 18-64 plus, 57 for ages 65 and up).

3. For child inpatient under age 13, and if adolescent program the
age group of 13-17 should be used.

RESPONSE: Not applicable. The Applicant does not provide psychiatric

services to patients aged 13 to 17.

4. These estimates for total need should be adjusted by the
existent staffed beds operating in the area as counted by the
Department of Health in the Joint Annual Report.

RESPONSE: A chart containing the number of existing staffed and
licensed beds in the Applicant’s service area follows:

Staffed and Licensed Psychiatric Beds in Applicant's Service Area

2014 | 2014 | 2014 Facility | 2015 | 2015 Fgg:lf’t )
Hospital County Staffed | Licensed Average Staffed | Licensed Average

Psych Psych Daily Psych Psych Daily
Beds Beds Census Beds Beds Consiis

Middle

Tennessee

Mental Health

Institute Davidson 207 207 177 & * *

Saint Thomas

West Hospital | Davidson 23 23 13 - B *

TriStar

Centennial

Medical Center | Davidson 130 132 90 * * *

TriStar Skyline

Madison

Campus Davidson 102 102 53 * * *
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Vanderbilt
University
Hospitals

Davidson 88 88 7 * * *

TrustPoint
Hospital

Rutherford 59 59 41 d * *

Riverview
Regional

Medical Center

South

Smith 10 10 7 * * *

Sumner
Regional

Medical Center

Sumner 8 12 8 N = N

McFarland
Hospital

Wilson 49 49 19 49 49 18*

Totals:

676 682 485 49 49 18

*Information is not available at this time.
**As of August 31, 2015
Sources: 2014 Joint Annual Reports and Applicant's Internal Records

Adjusted for the number of existing staffed (rather than licensed) psychiatric beds,
the total bed need in the Applicant’s service area is -285 beds (total bed need of.
391 minus 676 existing staffed beds). However, the Applicant is not requesting
additional beds.

Service Area

1. The geographic service area should be reasonable and based on
an optimal balance between population density and service
proximity or the Community Service Agency.

RESPONSE: The Applicant is the only provider of psychiatric inpatient
services in Wilson County, which is a Medically Underserved Area. The
Applicant’s continued provision of these services will ensure that
residents of its service area continue to have access to mental health
services and also better contribute to the orderly development of
healthcare in the service area.

2. The relationship of the socio-demographics of the service area,
and the projected population to receive services, should be
considered. The proposal’s sensitivity to and responsiveness to the
special needs of the service area should be considered including
accessibility to consumers, particularly women, racial and ethnic
minorities, low income groups, and those needing services
involuntarily.
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RESPONSE: The Applicant serves, and will continue to serve, adults of
all ages, without discrimination with regard to gender, race, and ethnicity.
It currently serves a significant low-income TennCare and Medicare
population and plans to continue such services. In addition, the
Applicant will admit self-pay and charity patients. The Applicant will also
continue to accept involuntary admissions from the judicial system and
local law enforcement.

Relationship to Existing Applicable Plans

1. The proposal’s relationship to policy as formulated in state, city,
county, and/or regional plans and other documents should be a
significant consideration.

RESPONSE: This project will fulfill many of the goals set forth in the
Tennessee Guidelines for Growth. This project will support the delivery
of services in the most medically appropriate and cost-efficient setting.
By consolidating its campuses, the Applicant will benefit Tennesseans
by improving the accessibility of healthcare services provided by the
Applicant. Being on one campus, patients and their loved ones will be
able to more easily navigate between one department to another.
Additionally, the Applicant’s staff will be less constrained, as the
Applicant will be able to take advantage of systems, processes, and staff
members already in place on the main campus. In addition, the
Guidelines direct that preference should be given to patient accessibility
and availability, both of which will be improved in the Applicant’s service
area if this project is approved.

2. The proposal’s relationship to underserved geographic areas
and underserved population groups as identified in state, city,
county, and/or regional plans and other documents should be a
significant consideration.

RESPONSE: The Applicant’s service area consists of Davidson, Macon,
Rutherford, Smith, Sumner, Warren, and Wilson Counties. As reported
by the Health Resources and Services Administration of the US
Department of Health and Human Services, the entire area of Macon,
Wilson, and Warren counties are designated medically underserved area
as (“MUAs”), while portions of Davidson, Smith, Rutherford, and Sumner
Counties are designated as MUAs. This project seeks to ensure that the
mental health needs of these underserved areas continue to be met.

3. The impact of the proposal on similar services supported by
state appropriations should be assessed and considered.

RESPONSE: The Applicant anticipates that the state mental health
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hospital and its service area will support this project.

4. The proposal’s relationship to whether or not the facility takes
voluntary and/or involuntary admissions, and whether the facility
serves acute and/or long-term patients, should be assessed and
considered.

RESPONSE: The Applicant will accept involuntary admissions.

5. The degree of projected financial participation in the Medicare
and TennCare programs should be considered.

RESPONSE: The Applicant will contract with all area TennCare MCO's
that cover psychiatric services. Its projected payor mix for TennCare is
42.65% and 33.55% for Medicare.

D. Relationship to Existing Similar Services in the Area

1. The area’s trends in occupancy and utilization for similar
services should be considered.

RESPONSE: As noted in the charts below, occupancy rates in the

Applicant’s service area have remained consistent or increased
over the last five years.

Occupancy Rates in Applicant's Service Area

Facility 2010 2011 2012 2013 2014
Middle Tennessee Mental . - . 0
Health Institute 73% 84% 85% 85% 86%
Saint Thomas West Hospital 89% 91% 69% 61% 55%
'(I;r;ﬁ'::: Centennial Medical 59% 799 63% 94% 68%
'énStar Skyline Madison 48% 579% 55% 75% 529

ampus

Vanderbilt University Hospitals 76% 83% 88% 85% 88%
'2FBL1IS?:£JPomt Hospital (Opened N/A N/A N/A 54% 69%
Riverview Regional Medical
Center South (No psych beds N/A N/A 70% 69% 72%
before 2012)
Sumner Regional Medical
Center (No psych beds before N/A N/A 66% 57% 69%
2012)
McFarland Hospital 48% 77% 48% 40% 39%

Sources: Tennessee Joint Annual Reports 2010 through 2014
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2. Accessibility to specific special need groups should be an
important factor.

RESPONSE: As mentioned previously, the Applicant serves a significant
number of elderly and low-income individuals in its service area. This
project will increase accessibility for these individuals and promote more
efficient and effective care for all patients.

E. Feasibility

1. The ability of the applicant to meet Tennessee Department of
Mental Health licensure requirements (related to personnel and
staffing for psychiatric inpatient facilities) should be considered.

RESPONSE: The Applicant hereby confirms that it currently meets such
licensure requirements and will continue to do so upon the approval of
the project.

In addition to the above, the Applicant has reviewed the 2010 Tennessee
State Health Plan and the 2014 update, published by the Division of
Health Planning, and believes that the approval of its CON application
would assist the development of the goals and strategies set forth in the
“Five Principles for Achieving Better Health,” as found in the State Health
Plan, as follows:

(1) The purpose of the State Health Plan is to improve the health of
Tennesseans. This project seeks to consolidate all beds at one of the
Applicant’s existing campuses to improve access to mental health care, to
enhance the accessibility and quality of the mental health programs offered by
the Applicant, and to increase the Applicant's ability to collaborate with local
medical providers and law enforcement officials. These goals are consistent with
and vital to the improvement of the medical and mental health of Tennesseans.

(2) Every citizen should have reasonable access to healthcare. Although
the Applicant is a private facility, it is committed to serving elderly and low-income
patients in the Medicare and TennCare programs. The Applicant currently
accommodates a substantial number of managed care consumers.

(3) The state’s healthcare resources should be developed to address the
needs of Tennesseans while encouraging competitive markets, economic
efficiencies, and the continued development of the state’s healthcare
system. This project supports these goals by increasing the competitiveness of
the market for private hospital psychiatric services in the Applicant’'s service area,
providing for an economically efficient development of the system for mental
health services in the Applicant’s service area.
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(4) Every citizen should have confidence that the quality of healthcare is
continually monitored and standards are adhered to by healthcare
providers. The Applicant continually monitors applicable standards of care with
the goal of always meeting or exceeding such standards, thus ensuring that
patients and their family members receive quality care and support appropriate
for their circumstances.

(5) The state should support the development, recruiting and retention of
a sufficient and quality healthcare workforce. The Applicant supports the
development, recruitment and retention of a sufficient and quality healthcare
workforce through its various training programs, community outreach initiatives,
and other programs and support.

b. Applications that include a Change of Site for a health care institution,
provide a response to General Criterion and Standards (4)(a-c).

Response: Not applicable. Though the Applicant is shifting beds from the
Satellite Campus, this is not a move of the health care institution itself, which
remains located on the Main Campus. The Satellite location, as an affiliate of the
Main Campus, is not a separate health care institution in and of itself, as it is
tethered directly to the Main Campus and its license. Therefore, shifting beds
from the Satellite Campus to the Main Campus is not a relocation of a health care
institution.

Describe the relationship of this project to the applicant facility’s long-range
development plans, if any.

Response: This project will assist the Applicant in streamlining the manner in
which it is able to staff its hospital, and improve the accessibility of mental health
services to residents of its service area.

Identify the proposed service area and justify the reasonableness of that
proposed area. Submit a county level map including the State of Tennessee
clearly marked to reflect the service area. Please submit the map on 8 1/2” x
11” sheet of white paper marked only with ink detectable by a standard
photocopier (i.e., no highlighters, pencils, etc.).

Response: Please see Attachment Need.3.
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Describe the special needs of the service area population, including health
disparities, the accessibility to consumers, particularly the elderly, women, racial
and ethnic minorities, and low-income groups. Document how the business plans
of the facility will take into consideration the special needs of the service area
population.

Response : Wilson County is the Applicant’'s main patient source and its residents have
limited access to rehabilitation and psychiatric services if they wish to receive services
in their county of residence since the Applicant is the sole hospital provider of these
services. Thus, there is a “special need.” The approval of this project will further enable
patients who need the specialized care available at the Applicant’s facility to obtain
those services in a modern, accessible setting close to patients’ homes, families and
communities.

Additionally, integrating the Applicant’s mental health services with the remainder of the
services offered on the Main Campus will assist with removing any potential stigma or
embarrassment associated with the receipt of mental health services, however
unwarranted. Instead of being relegated to a separate location dedicated solely to these
services, patients can feel more at ease going to the Main Campus for treatment without
the fear that they are publicly announcing a need for mental health services with their
presence alone.

Describe the existing or certified services, including approved but
unimplemented CONSs, of similar institutions in the service area. Include
utilization and/or occupancy trends for each of the most recent three years of
data available for this type of project. Be certain to list each institution and its
utilization and/or occupancy individually. Inpatient bed projects must include the
following data: admissions or discharges, patient days, and occupancy. Other
projects should use the most appropriate measures, e.g., cases, procedures,
visits, admissions, etc.

Response : Though the Applicant is the sole hospital with licensed psychiatric beds in
Wilson County, there are 9 hospitals in its broader service area that have licensed
psychiatric beds. Five of these hospitals are located in Davidson County, the largest
county in the Applicant’s service area. A chart of the utilization data for each of these
hospitals and the Applicant follows:

Facility Number of | Admissions | Admissions | Admission
Psychiatric (CY 2012) (CY 2013) s
Beds (CY 2014)

Middle Tennessee 2,881 3,158 3,642
Mental Health
Institute” 207"
Saint Thomas West
Hospital 23 321 309 275
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TriStar  Centennial

Medical Center 130 2,923 3,903 3,252
TriStar Skyline

Madison Campus 102 2,814 3,179 3,014
Vanderbilt University

Hospitals 88 3,503 3,547 3,646
TrustPoint Hospital 50 N/A 1,173 1,861
Riverview Regional

Medical Center South | 10 198 172 200
Sumner Regional

Medical Center 8 89 170 137
McFarland Hospital

(Applicant) 49 944 864 858
Total 460 1,231 16,475 16,885

Sources: Applicant's internal records and 2012, 2013, and 2014 Joint Annual Reports
*Middle Tennessee Health Institute had 195 beds in 2012 and 2013 and had 207 beds in 2014
according to its JARS for those years.

4. Provide applicable utilization and/or occupancy statistics for your institution for
each of the past three (3) years and the projected annual utilization for each of
the two (2) years following completion of the project. Additionally, provide the
details regarding the methodology used to project utilization. The methodology
must include detailed calculations or documentation from referral sources, and
identification of all assumptions.

Response : The utilization statistics for both psychiatric and rehabilitation
services for 2013 through August 2015 are as follows:

2015 Inpatient Days Through August 2015
Patient Type Inpatient Days Utilization Percentage
BCBS 292 5.2%
Tricare 49 0.87%
Commercial 7 0.12%
TennCare 2,396 42 .65%
Medicare 1,885 33.55%
Self-Pay 5 0.09%
Other-HMO/PPO 984 17.53%
100.0%
Occupancy-75 beds 21%
2014 Inpatient Days
Patient Type Inpatient Days Utilization Percentage
BCBS 428 4.73%
Tricare 108 1.19%
Commercial 71 0.78%
TennCare 3,383 37.36%
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Medicare 4. 569 50.46%
Self-Pay 5 0.06%
Other-HMO/PPO 491 5.42%
100.0%
Occupancy-75 beds 33%
2013 Inpatient Days
Patient Type Inpatient Days Utilization Percentage
BCBS 763 7.74%
Tricare 40 0.41%
Commercial 502 5.09%
TennCare 3,343 33.89%
Medicare 5,118 51.89%
Self-Pay 42 0.43%
Other-HMO/PPO 56 0.57%
100.0%
Occupancy-75 beds 36%

The projected utilization for the hospital as a whole for Year 1 and Year 2 are

detailed in the charts below:

Year 1 Projected Utilization (245 Beds)

Patient Type Inpatient Days Utilization Percentage
BCBS 1,978 5.2%
Tricare 331 0.87%
Commercial 45 0.12%
TennCare 16,227 42.65%
Medicare 12,765 33.55%
Self-Pay 34 0.09%
Other-HMO/PPO 6,669 17.53%

100.0%
Occupancy-245 beds 42%

Year 2 Projected Utilization (245 Beds)

Patient Type Inpatient Days Utilization Percentage
BCBS 2,001 5.2%
Tricare 334 0.87%
Commercial 46 0.12% |
TennCare 16,414 42.65%
Medicare 12,912 33.55%
Self-Pay 34 0.09%
Other-HMO/PPO 6,746 17.53%
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100.0%

Occupancy-245 beds 43%

Note:

Utilization for 2013-2015 is based on actual experience. Projected

utilization for Year 1 and Year 2 is a combination of the proposed project and
existing hospital; with 104 ADC in Year 1 and 105 ADC in Year 2. Forecasted
ADC is an estimation based on a number of factors such as community need and
hospital management experience.

ECONOMIC FEASIBILITY

1.

Provide the cost of the project by completing the Project Costs Chart on the
following page. Justify the cost of the project.

All projects should have a project cost of at least $3,000 on Line F.
(Minimum CON Filing Fee). CON filing fee should be calculated from Line
D. (See Application Instructions for Filing Fee)

The cost of any lease (building, land, and/or equipment) should be based
on fair market value or the total amount of the lease payments over the
initial term of the lease, whichever is greater. Note: This applies to all
equipment leases including by procedure or “per click” arrangements. The
methodology used to determine the total lease cost for a "per click"
arrangement must include, at a minimum, the projected procedures, the
"per click" rate and the term of the lease.

The cost for fixed and moveable equipment includes, but is not necessarily
limited to, maintenance agreements covering the expected useful life of
the equipment; federal, state, and local taxes and other government
assessments: and installation charges, excluding capital expenditures for
physical plant renovation or in-wall shielding, which should be included
under construction costs or incorporated in a facility lease.

For projects that include new construction, modification, and/or
renovation; documentation must_be provided from a contractor and/or
architect that support the estimated construction costs.

Response : Please see Attachment C. Economic Feasibility.1 for a letter

supporting the estimated construction costs.
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PROJECT COSTS CHART

Construction and equipment acquired by purchase

1. Architectural and Engineering Fees $941, 278
2. Legal, Administrative (Excluding CON Filing Fee), $296, 062
Consultant Fees

3 Acquisition of Site
4. Preparation of Site $100,000
5. Construction Costs $13,282,948
6. Contingency Fund $1.574,108
7. Fixed Equipment (Not included in Construction Contract) $4,019.277
8. Moveable Equipment (List all equipment over $56,000)
9. Other (Specify) Non-medical Equipment $1,363,300
10. Abatement $228.470
Acquisition by gift, donation, or lease: Not Applicable.
1. Facility (inclusive of building and land)
2. Building only
3. Land only
4. Equipment (Specify)
5. Other (Specify)
Financing Costs and Fees: Not Applicable.
1. Interim Financing
2. Underwriting Costs
i Reserve of One Year's Debt Service
4. Other (specify) Capital Interest (CIP account) 649,557
Estimated Project Cost
(A+B+C+) $22,455,000
CON Filing Fee $45.000,000
Total Estimated Project Cost $22,500,000
(D+E)

TOTAL $22,500,000
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Identify the funding sources for this project.

Please check the applicable item(s) below and briefly summarize how the project
will be financed. (Documentation for the type of funding MUST be inserted at
the end of the application, in the correct alpha/numeric order and identified
as Attachment C, Economic Feasibility-2.)

A Commercial loan--Letter from lending institution or guarantor stating
favorable initial contact, proposed loan amount, expected interest rates,
anticipated term of the loan, and any restrictions or conditions;

__B Tax-exempt bonds--Copy of preliminary resolution or a letter from the
issuing authority stating favorable initial contact and a conditional
agreement from an underwriter or investment banker to proceed with the
issuance,

__C General obligation bonds—Copy of resolution from issuing authority or
minutes from the appropriate meeting.

D Grants--Notification of intent form for grant application or notice of grant
award; or

X_E Cash Reserves--Appropriate documentation from Chief Financial Officer.
F Other—ldentify and document funding from all other sources.

Response: The cost of the project will be paid through cash reserves of the
Applicant and its affiliates. Please see Attachment C. Economic Feasiblity-2 for
documentation of this fact.

Discuss and document the reasonableness of the proposed project costs. If
applicable, compare the cost per square foot of construction to similar projects
recently approved by the Health Services and Development Agency.

Response: The project will be cost effective and consistent with the average costs
for similar projects. The project’s estimated construction cost is approximately
$240.20 per square foot, which is above the HSDA'’s published 34 Quartile cost
per square foot. New construction cost is below the median of $259.66 per square
foot at $232.90 per square foot. A chart of the hospital construction projects
approved by the HSDA in 2012-2014 follows:

Hospital Construction Costs Per Square Foot (2012-2014)

Renovated New Total
Construction Construction Construction
1st Quartile $110.98/SF $224.09/SF $156.78/SF
Median $192.46/SF $259.66/SF $227.88/SF
3" Quartile $297.82/SF $296.52/SF $298.66/SF
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Source: CON approved applications for years 2012 through 2014

Complete Historical and Projected Data Charts on the following two pages--Do not
modify the Charts provided or submit Chart substitutions! Historical Data
Chart represents revenue and expense information for the last three (3) years for
which complete data is available for the institution. Projected Data Chart requests
information for the two (2) years following the completion of this proposal.
Projected Data Chart should reflect revenue and expense projections for the
Proposal Only (i.e., if the application is for additional beds, include anticipated
revenue from the proposed beds only, not from all beds in the facility).

Response: Please see Attachment C. Economic Feasibility-4. Historical and
Projected Data Charts.

Please identify the project's average gross charge, average deduction from
operating revenue, and average net charge.

Response: The project’s average gross charge, average deduction from
operating revenue, and average net charge are as follows:

Year 1 Year 2
Average Gross
Charge $8,260.91 $8,261.11
Average Deduction
from Revenue $7,156.62 $7,156.88
Average Net
| Charge $1,104.29 $1,104.23
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A. Please provide the current and proposed charge schedules for the
proposal. Discuss any adjustment to current charges that will resuit from the
implementation of the proposal. Additionally, describe the anticipated
revenue from the proposed project and the impact on existing patient
charges.

Response: The current average adult inpatient billable rate (i.e., the Gross
Charge) at the Applicant's facility is $8,261.01 per patient day. The
Applicant does not anticipate any adjustments to the current charge
schedules as a result of the proposed project. The project is projected to
produce $13,849,254 in net revenue in the first year of operation. The
Applicant further anticipates a utilization mix similar to its current 2014 mix
for the project, with minimal or no change or impact to existing patient
charges.

Compare the proposed charges to those of similar facilities in the service
area/adjoining service areas, or to proposed charges of projects recently
approved by the Health Services and Development Agency. If applicable,
compare the proposed charges of the project to the current Medicare
allowable fee schedule by common procedure terminology (CPT) code(s).

Response: The following information was obtained from Joint Annual
Reports of a selection of hospitals in the Applicant’s service area:

Sumner Regional | TrustPoint | Riverview Regional |
Medical Center Hospital Medical Center South | Applicant
Average
Gross
Charge $7,287.13 $1,833.32 $4,794.56 $8,260.91
Average
Deduction $5,544.04 | $958.99 $3,663.02 $7,156.62
Average Net
Charge $1,743.10 $874.32 $1,131.54 $1,104.29

Source: 2014 Joint Annual Reports

The Applicant is reimbursed according to a prospective payment system that is
calculated using a based rate per diem adjusted for DRG (diagnosis), wage rate,
co-morbidity add-ons, and a variable cost component.

Discuss how projected utilization rates will be sufficient to maintain cost-

effectiveness.

Response: The Applicant currently projects that the project will end year one of its
operation with operating income sufficient to cover the operations of the facility.
Therefore, the project is expected to be profitable in its first year of operation.
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10.

Discuss how financial viability will be ensured within two years; and demonstrate
the availability of sufficient cash flow until financial viability is achieved.

Response: The project is anticipated to produce positive net operating income
within the first year of operation. The expected net operating income will be driven
by a combination of occupancy rates, expansion of outpatient programs, and
efficiencies in operating overhead through the end of year two of the project.

Discuss the project’s participation in state and federal revenue programs including
a description of the extent to which Medicare, TennCare/Medicaid, and medically
indigent patients will be served by the project. In addition, report the estimated
dollar amount of revenue and percentage of total project revenue anticipated from
each of TennCare, Medicare, or other state and federal sources for the proposal’s
first year of operation.

Response: The Applicant participates in Medicare, Medicaid (TennCare) and
Tricare insurance programs. Government sponsored or affiliated health insurance
programs accounted for approximately 77% of the Applicant's business through
August 2015. The Applicant's 2015 mix of payors to date is as follows: 33.55%
Medicare, 42.65% Medicaid, and 0.87% Tricare.

The Applicant has assumed the current mix of revenue sources to remain constant
for purposes of forecasting revenue and occupancy for the project.

Total Year 1 Inpatient

Revenue $314,319,360
Medicare $105,454,145 | 33.55%
Managed Medicaid $134,057,207 | 42.65%
Tricare $2,734,578 0.87%

The Applicant currently serves indigent patients and assumes that current indigent
care volume will approximate the level of indigent care provided with the proposed
project.

Provide copies of the balance sheet and income statement from the most recent
reporting period of the institution and the most recent audited financial statements
with accompanying notes, if applicable. For new projects, provide financial
information for the corporation, partnership, or principal parties involved with the
project. Copies must be inserted at the end of the application, in the correct alpha-
numeric order and labeled as Attachment C, Economic Feasibility-10.

Response: Please see Attachment: C. Economic Feasibility - 10 for copies of the
balance sheet and income statement from the Applicant’s most recent reporting
period, as well as a copy of the most recent audited financials.
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11.

Describe all alternatives to this project which were considered and discuss the
advantages and disadvantages of each alternative including but not limited to:

a. A discussion regarding the availability of less costly, more effective, and/or
more efficient alternative methods of providing the benefits intended by the
proposal. If development of such alternatives is not practicable, the
applicant should justify why not; including reasons as to why they were
rejected.

b. The applicant should document that consideration has been given to
alternatives to new construction, e.g., modernization or sharing
arrangements. It should be documented that superior alternatives have
been implemented to the maximum extent practicable.

Response: The Applicant has carefully considered its request to consolidate its
campuses and renovate the identified buildings as described in its Certificate of
Need application, and a cost-efficient, reasonable alternative does not exist. If the
Applicant forgoes the renovation and consolidation, it will still be required to
undertake extensive renovations to the building on the Satellite Campus, as earlier
described, and it and its patients will be subject to constrained staffing due to the
necessity of providing adequate staffing on both campuses. Proceeding as
planned with the consolidation and renovations described in the application
however, will allow money that likely would have been used to do all necessary
renovations on one campus to be used for the benefit of several departments on
the main campus, thus permitting the Applicant to more efficiently use its funds
and to ensure that its facility continues to be comparable or better than that of its
peers.

CONTRIBUTION TO THE ORDERLY DEVELOPMENT OF HEALTH CARE

1.

List all existing health care providers (e.g., hospitals, nursing homes, home care
organizations, etc.), managed care organizations, alliances, and/or networks with
which the applicant currently has or plans to have contractual and/or working
relationships, e.g., transfer agreements, contractual agreements for health
services.

RESPONSE: In addition to the MCO’s noted at Section A, ltem 13, above, in the
student programs listed later in the application, the Applicant has a transfer
agreement in place with Vanderbilt University Hospital.

Describe the positive and/or negative effects of the proposal on the health care
system. Please be sure to discuss any instances of duplication or competition
arising from your proposal including a description of the effect the proposal will
have on the utilization rates of existing providers in the service area of the project.

RESPONSE: The Applicant does not anticipate any material shifting of patients
or patient days from other providers in its service area.
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Provide the current and/or anticipated staffing pattern for all employees providing
patient care for the project. This can be reported using FTEs for these positions.
Additionally, please compare the clinical staff salaries in the proposal to prevailing
wage patterns in the service area as published by the Tennessee Department of
Labor & Workforce Development and/or other documented sources.

Response: The current and proposed staffing pattern the proposed project are as
follows for the rehabilitation, psychiatric, and PCU patients:

Schedule of Current and Proposed FTEs

Position
Current | Proposed
107 | Patient Care Tech 4.66 4.66
108 | LPN 7.66 7.66
111 | Patient Care Tech CNA/PRN .79 .79
129 | LPN IV .58 .58
194 | Clinical Assess Coordinator .95 .95
201 | Unit Clerk .78 78
505 | Staff RN-PRN 415 4.15
506 | RN Med/Surg 26.84 26.84
511 | Social Worker MSW 3.8 3.8
714 | Director .9 9
774 | Director of Rehab Services .9 .9
991 | Clinical Coordinator 2.38 2.38
Total FTEs 54 54

The Applicant does not anticipate that the project will result in any staffing changes.

Discuss the availability of and accessibility to human resources required by the
proposal, including adequate professional staff, as per the Department of Health,
the Department of Mental Health and Developmental Disabilities, and/or the
Division of Mental Retardation Services licensing requirements.

RESPONSE: As discussed above, the Applicant's current staffing pattern will
remain largely unchanged, as it is adequate for its needs and the requirements of
the Department of Health, Department of Mental Health and Developmental
Disabilities, and/or the Division of Mental Retardation Services licensing
requirements.

Verify that the applicant has reviewed and understands all licensing certification as
required by the State of Tennessee for medical/clinical staff. These include, without
limitation, regulations concerning physician supervision, credentialing, admission
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privileges, quality assurance policies and programs, utilization review policies and
programs, record keeping, and staff education.

RESPONSE: The Applicant has reviewed and understands the aforementioned
requirements.

Discuss your health care institution’s participation in the training of students in the
areas of medicine, nursing, social work, etc. (e.g., internships, residencies, etc.).

Response: The Applicant has relationships with the following educational
institutions for the training of students in the areas of medicine, nursing, social
work, etc.: Cumberland University (Athletic Training Program); Drexel University
and Union University School of Nursing at Hendersonville (Nursing programs);
Fortis Institute (Laboratory); Tennessee State University (PT/OT and Speech
Therapy); University of Tennessee Knoxville (Social Work), Tennessee College of
Applied Technology-Hartsville, Middle Tennessee State University, Trevecca
Nazarene College and Volunteer State Community College (Nursing/ER/Ancillary
Services); Wilson County School Systems (Vocational Health Care Education).

(@) Please verify, as applicable, that the applicant has reviewed and
understands the licensure requirements of the Department of Health, the
Department of Mental Health and Developmental Disabilities, the Division
of Mental Retardation Services, and/or any applicable Medicare
requirements.

Response: The Applicant is familiar with all licensure requirements of the
Tennessee regulatory agencies and relevant Medicare requirements.

(b)  Provide the name of the entity from which the applicant has received or will
receive licensure, certification, and/or accreditation.

RESPONSE: The Applicant is licensed by the Tennessee Department of Heaith,
certified by Medicare and TennCare, and accredited by The Joint Commission.

(c) If an existing institution, please describe the current standing with any
licensing, certifying, or accrediting agency. Provide a copy of the current
license of the facility.

RESPONSE: Please see Attachment Contribution to the Orderly Development of
Healthcare — 7(c), which contains a copy of the Applicant's current hospital license
issued by the Tennessee Department of Health and a copy of the Applicant's
current accreditation certificate issued by The Joint Commission.

(d) For existing licensed providers, document that all deficiencies (if any) cited
in the last licensure certification and inspection have been addressed
through an approved plan of correction. Please include a copy of the most
recent licensure/certification inspection with an approved plan of correction.
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10.

RESPONSE: The Applicant has not been cited for any deficiencies.

Document and explain any final orders or judgments entered in any state or
country by a licensing agency or court against professional licenses held by the
applicant or any entities or persons with more than a 5% ownership interest in the
applicant. Such information is to be provided for licenses regardless of whether
such license is currently held.

RESPONSE: None.

Identify and explain any final civil or criminal judgments for fraud or theft against
any person or entity with more than a 5% ownership interest in the project

RESPONSE: None.

If the proposal is approved, please discuss whether the applicant will provide the
Tennessee Health Services and Development Agency and/or the reviewing
agency information concerning the number of patients treated, the number and
type of procedures performed, and other data as required.

RESPONSE: If the proposal is approved, the Applicant will be happy to provide
the Tennessee Health Services and Development Agency and/or the reviewing
agency information concerning the number of patients treated, the number and
type of procedures performed, and other data as required.
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PROOF OF PUBLICATION

Attach the full page of the newspaper in which the notice of intent appeared with
the mast and dateline intact or submit a publication affidavit from the newspaper
as proof of the publication of the letter of intent.

DEVELOPMENT SCHEDULE

Tennessee Code Annotated § 68-11-1609(c) provides that a Certificate of Need is
valid for a period not to exceed three (3) years (for hospital projects) or two (2)
years (for all other projects) from the date of its issuance and after such time shall
expire; provided, that the Agency may, in granting the Certificate of Need, allow
longer periods of validity for Certificates of Need for good cause shown.
Subsequent to granting the Certificate of Need, the Agency may extend a
Certificate of Need for a period upon application and good cause shown,
accompanied by a non-refundable reasonable filing fee, as prescribed by rule. A
Certificate of Need which has been extended shall expire at the end of the extended
time period. The decision whether to grant such an extension is within the sole
discretion of the Agency, and is not subject to review, reconsideration, or appeal.

1. Please complete the Project Completion Forecast Chart on the next page. If
the project will be completed in multiple phases, please identify the
anticipated completion date for each phase.

2, If the response to the preceding question indicates that the applicant does
not anticipate completing the project within the period of validity as defined
in the preceding paragraph, please state below any request for an extended
schedule and document the “good cause” for such an extension.

Form HF0004

Revised 02/01/06
Previous Forms are obsolete
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PROJECT COMPLETION FORECAST CHART

Enter the Agency projected Initial Decision date, as published in T.C.A. § 68-11-1609(c):
January 27, 2016. Assuming the CON approval becomes the final agency action on that
date: indicate the number of days from the above agency decision date to each phase
of the completion forecast.

Anticipated Date

Phase DAYS
REQUIRED (MONTH/YEAR)

1. Architectural and engineering contract signed 30 February 2016
2. Construction documents approved by the Tennessee

Department of Health 151 July 2016
3. Construction contract signed 7 July 8, 2016
4. Building permit secured 7 July 15, 2016
5. Site preparation completed 10 July 25, 2016
6. Building construction commenced 7 August 1, 2016
7. Construction 40% complete 153 January 2017
8. Construction 80% complete 243 September 2017
9. Construction 100% complete

(approved for occupancy 94 December 4, 2017
10. *Issuance of license 26 December 30, 2017
11. *Initiation of service 9 January 9, 2018
12. Final Architectural Certification of Payment 50 March 2018
13.Final Project Report Form (HF0055) 31 April 2017

* For projects that do NOT involve construction or renovation: Please complete
items 10 and 11 only.

Note: If litigation occurs, the completion forecast will be adjusted at the time of
the final determination to reflect the actual issue date.
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AFFIDAVIT

STATE OF TENNESSEE

COUNTY OF

, being first duly sworn, says that he/she

is the applicant named in this application or his/her/its lawful agent, that this project will
be completed in accordance with the application, that the applicant has read the directions
to this application, the Rules of the Health Services and Development Agency, and T.C.A.
§ 68-11-1601, et seq., and that the responses to this application or any other questions

deemed appropriate by the Health Services and Development Agency are true and

complete.

SIGNATURE/TITLE
Sworn to and subscribed before me this day of ; a Notary

{Month) (Year)
Public in and for the County/State of
NOTARY PUBLIC
My commission expires ,
{Month) (Year)
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PROOF OF PUBLICATION

Attach the full page of the newspaper in which the notice of intent appeared with
the mast and dateline intact or submit a publication affidavit from the newspaper
as proof of the publication of the letter of intent.

DEVELOPMENT SCHEDULE

Tennessee Code Annotated § 68-11-1609(c) provides that a Certificate of Need is
valid for a period not to exceed three (3) years (for hospital projects) or two (2)
years (for all other projects) from the date of its issuance and after such time shall
expire; provided, that the Agency may, in granting the Certificate of Need, allow
longer periods of validity for Certificates of Need for good cause shown.
Subsequent to granting the Certificate of Need, the Agency may extend a
Certificate of Need for a period upon application and good cause shown,
accompanied by a non-refundable reasonable filing fee, as prescribed by rule. A
Certificate of Need which has been extended shall expire at the end of the extended
time period. The decision whether to grant such an extension is within the sole
discretion of the Agency, and is not subject to review, reconsideration, or appeal.

1. Please complete the Project Completion Forecast Chart on the next page. If
the project will be completed in multiple phases, please identify the
anticipated completion date for each phase.

2, If the response to the preceding question indicates that the applicant does
not anticipate completing the project within the period of validity as defined
in the preceding paragraph, please state below any request for an extended
schedule and document the “good cause” for such an extension.

Form HF0004

Revised 02/01/06
Previous Forms are obsolete
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Cost of Publication
s 1bwD.o0

LEBANON DEMOCRAT

PUBLICATION CERTIFICATE

This is to certify that the legal notice hereto attached was published in
The Lebanon Democrat, a daily newspaper published in the City of

Proof of Publication Lebanon, County of Wilson, State of Tennessee on the following dates:

Signed:

NOTIFICATION OF INTENT TO APPLY
FOR A CERTIFICATE OF NEED

This is to provide afficlal notice to the Heallh Services and Development |

Agency and all Interested Fa‘ni'as. In accardance with T.C.A. §68-11-1801
at sa., and the Rules of the Health Services and Deyeloprment Agency,
that Lebanon, HMA, LLC (d/b/a McFarand Speciality Hospital, dib/a Ma-
Farland Hospital and d/b/a Univarsity Medical Center), Intends to file an
application for a Cerlificate of Need for the relacation and eongalidation of
three unils, a sixteen (16) bed behaviaral health unit, a sixteen (16) bed
mood disorder unit, and a ten (10) bed inpatient rehabllitation unit, from
their current salellite location at 500 Park Avenue, Lebanon, TN 37087 to
the main campus at 1411 Baddour Parkway, Lebanon, TN 37087 (both in
Wilson County, TN). The estimated project cost Is $16,100,000,

The anticlpated filing date of the application |s on or before September 15,
2015, The contact person for this project Is Michasl D, Brent, Esg, who
may be reached al Bradley Arant Boull Cummings LLP, 1600 Division
Street, Sulte 700, Nashville, Tennesses 37203, Mr. Brent's telephona
number is (615) 252-2361 and his e-mall address is mbrent@babo.com.

Upon written request by intarested parties, a local factfinding hearing
shall be conducted. Written requests for hearing should be sent to:

Subsgribed and sw n to befpre me
B

¢/
Health Services and Development Agency | .§‘ ”f,
Andrew Jackson Bullding, 9" Floor o . ) \/l t _ O 5 o\
502 Deaderick Street Commission expires: 1 = OF s =
Nashville, Tennessee 37243 = TENNESSEE s =
(A Any health care Instiution wishing to oppose & Certificate of Need = % : =
et e wriien notis wih e eath Services and Develop- X & MO 8
ment Anar'mgana later than fifteen (15) days before the regularly sched- Z . PUBLIC 2 -
uled Health Services and Devalopmant Ax‘e_:nuy- meeting at wrﬂt_jh the ap- %, % Rt g S
plication Is originally schedulad; and (B) Any other parson w BhllE 10, op- /1,,’ 7 SON CN\\\\\
pose the application must file written abjection with the Health Services m : Illllll\‘“\\

and Develapment Agency al or prior to the consideration of the applica-
tion by the Agenay: _




PROJECT COMPLETION FORECAST CHART

Enter the Agency projected Initial Decision date, as published in T.C.A. § 68-11-1609(c):
January 27, 2016. Assuming the CON approval becomes the final agency action on that
date; indicate the number of days from the above agency decision date to each phase

of the completion forecast.

Phase

© ©®© N o o b~

Construction documents approved by the Tennessee

Department of Health

Construction contract signed
Building permit secured

Site preparation completed
Buildiné construction commenced
Construction 40% complete
Construction 80% complete

Construction 100% complete
(approved for occupancy

10. *Issuance of license

11. *Initiation of service

12. Final Architectural Certification of Payment

13. Final Project Report Form (HF0055)

. Architectural and engineering contract signed

Anticipated Date

DAYS
REQUIRED (MONTH/YEAR)
30 February 2016
151 July 2016
7 July 8, 2016
7 July 15, 2016
10 July 25, 2016
7 August 1, 2016
153 January 2017
243 September 2017
94 December 4, 2017
26 December 30, 2017
9 January 9, 2018
50 March 2018
31 April 2017

* For projects that do NOT involve construction or renovation: Please complete
items 10 and 11 only.

Note: If litigation occurs, the completion forecast will be adjusted at the time of
the final determination to reflect the actual issue date.
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Attachment A.3

Articles of Incorporation and Certificate of Existence



the [fennessee Revised Limited Liability Company Act.

ThelArticles of Organization presented herein are adopted in accordance with the proVisions of!

+ 1. Ithe name of the Limited Liability Company is: _Lebanon HMA, LLC

bnust contain the words “Limited Liability Company” or the abbreviation “LLC" or “L.L.C.")

YNOTE: Pursuant to the provisions of TCA $48-249-106, each limited Liability Company name

2.| The name and complete address of the Limited Liability Company's initial registered agent
and office located in the state of Tennessee is:
C T Corporation System

(Name)

800 S. Gay Street, Suite 2021 Knoxville TN 37929

(Street address) (City) (State/Zip Code)
Knoxville

(County)

3. | The Limited Liability Company will be: (NOTE: PLEASE MARK APPLICABLE BOX)
O Member Managed [X] Manager Managed [ Director Managed

4. | Number of Members at the date of filing, if more than six (6): one (1)

5| If the document is not to be effective upon filing by the Secretary of State, the delayed
effective date and time is: (Not to exceed 90 days)

Date: Upon Filing Time:

6. | The complete address of the Limited Liability Company's principal executive office is:
5811 Pelican Bay Blvd,, Suite 500, Naples, FL 34108-2710

(Street Address) (City)

(State/County/Zip Code)

7. | Pertod of Duration if not perpetual: Perpetual

8. | Other Provisions:

THIS COMPANY 1S A NONPROFIT LIMITED LIABILITY COMPANY (Check if applicable) ]

May !, 2009 %ZL
gnature Datet/ Signature/ l_/

Ser,ur Vice President of Sole Member Timothy R. Parry

S

Sid‘ler’s Capacity (if other than individual capacity) Name (printed or typed)

§5-4270 (Rev. 05/06) Filing Fee: $50 per member (minimum fee = $300, maximum fee = $3,000 ROA 2458

TNU4) - &304 C T System Onlino

For Offjse Use Onty, 7| il
ARTICLES OF ORGANIZATION ‘:.l = ff_ L
(LIMITED LIABILITY COMPANY) ‘?’_ > L _’-'2-'})
A -y
e = \
o (For use on or after 7/1/2006) PRGN ‘;’A\" =
Bepurtuzent of Stute i | =
Carporate Filings g‘, ',;-“_'-‘;.)
312 Eighth Avenue North 5 178,
6 flloor, William R. Snodgrass Tower o W oe
Nashville, TN 37243 . B

LETT " 6TS2




ps800%0us,

“.ﬁ '}:_I:L.-E_:‘:IS‘?:

STATE OF TENNESSEE
Tre Hargett, Secretary of State

Division of Business Services

/¢ William R. Snodgrass Tower
z 312 Rosa L. Parks AVE, 6th FL
Nashville, TN 37243-1102

BRADLEY ARANT BOULT CUMMINGS LLP October 7, 2015
1600 DIVISION STREET SUITE 700
NASHVILLE, TN 37203

Request Type: Certificate of Existence/Authorization Issuance Date: 10/07/2015
Request #: 0177474 Copies Requested: 1

Document Receipt -
Receipt #: 002264437 Filing Fee: $22.25
Payment-Credit Card - State Payment Center - CC #: 165167373 $22.25
Regarding: LEBANON HMA, LLC
Filing Type: Limited Liability Company - Domestic Control #: 453277
Formation/Qualification Date: 09/03/2003 Date Formed: 09/03/2003
Status: Active Formation Locale: TENNESSEE
Duration Term: Perpetual Inactive Date:

Business County: WILLIAMSON COUNTY

CERTIFICATE OF EXISTENCE

|, Tre Hargett, Secretary of State of the State of Tennessee, do hereby certify that effective as of
the issuance date noted above

LEBANON HMA, LLC

* is a Limited Liability Company duly formed under the law of this State with a date of
incorporation and duration as given above;

* has paid all fees, taxes and penalties owed to t